Introduction
Trigger finger is a common condition, and the most frequent cause is stenosing tenosynovitis. Post-traumatic trigger finger is considerably more rare [1] [2] [3] [4] . The triggering in these cases is caused by the impingement of the lacerated tendon tag against the pulley system. Diagnosis is usually made on a clinical basis; this can be more challenging when other pathological conditions such as concurrent infections are suspected. We present a case of trigger finger involving a partially lacerated flexor digitorum superficialis that was diagnosed using magnetic resonance imaging (MRI).
Case report
Our patient was a 32-year-old male who presented three months after a laceration of the left index finger in the area of the proximal interphalangeal crease; he reported having it stitched in an emergency room. The patient underwent a previous operation for suspected infectious tenosynovitis of the flexor tendon sheath.
On exam, the patient exhibited diffuse pain on palpation of the volar surface of the finger; he had pain with finger flexion but showed no redness and maintained full finger motion. Two-point discrimination was 6 mm on both sides of the digit. Clicking with digit flexion was observed in the area of the middle phalanx. Scars * Corresponding author. Tel.: +34 676230437; fax: +34 986413144.
E-mail address: couceirox@gmail.com (J. Couceiro). from the previous intervention were observed on the fingertip and the palm of the hand, but the area of the previous traumatic laceration appeared to have not been explored.
Differential diagnosis included subacute infectious tenosynovitis of the flexor tendon sheath and triggering following a partial flexor tendon laceration that was left unexplored during the previous surgery.
To assist in the diagnosis, an MRI of the finger was obtained. The impinging tendon tag was observed on the sagittal images ( Fig. 1) .
The patient underwent surgery (Fig. 2) , and a standard Brunner approach was performed. An area of bulging was observed at the level of the C1 and A3 pulleys, and these pulleys were opened longitudinally along the ulnar border. A partial laceration that comprised approximately 25% of the ulnar slip of the flexor digitorum superficialis tendon was observed (Fig. 3 ). This tendon tag appeared to have been impinging on the proximal border of the A3 pulley. The tendon tag was excised, and the pulleys were left open (Fig. 4) . This solved the impingement problem. Three months after surgery, the patient had returned to work and had no further recurrence of symptoms.
Discussion
The use of imaging studies in the diagnosis of triggering secondary to partial flexor tendon lacerations has been previously reported. Fujiwara [1] reported a case that was diagnosed with the use of ultrasound and concluded that identifying thickening of a More recently, Okano et al. [3] reported a case in which MRI was used for the diagnosis; the contour of the flexor tendon was noted to be irregular on the ulnar side, and during surgery, they encountered a partial laceration of the flexor digitorum superficialis.
In our case, the patient had a previous surgery by another physician for a suspected infectious tenosynovitis. It was unclear whether he initially presented with one or more of the Kanavel signs [5] , at his first visit to our clinic, he exhibited a diffuse pain at the volar aspect of the affected digit apart from the clicking that made us suspect a partially lacerated flexor tendon. It was this incomplete history and the possibility of a mistreated ongoing infection, that prompted us to request imaging studies of the injured digit. Between the ultrasound and the MRI, we opted for the latter one. The ultrasound imaging is operator dependent, and we felt that our radiology department had a much greater experience diagnosing musculoskeletal conditions with the use of MRI. Instead of a variation in the contour as described by Okano et al. [3] , we were able to observe the fully lacerated tendon tag.
Conclusion
Triggering secondary to partial laceration of a flexor tendon is usually diagnosed clinically. In our view, the routine use of MRI to obtain a diagnosis is not justified; however, the MRI proved to be very useful in the setting of confounding factors, such as a previous surgery and a suspected history of infection.
